SUMMARY Two adult patients are described with cerebellar ectopia whose presentation at diagnosis was respiratory arrest. Following surgical decompression both patients become self ventilating and now lead independent lives. Cerebellar ectopia is a potentially remediable condition and should be considered in patients with unexplained respiratory arrest.
Arnold Chiari malformation type 1 (ACM I) usually presents in adults with occipital headaches, pain, weakness of the upper limbs, or unsteadiness of gait.' ' Respiratory problems have foramen magnum showed the cerebellar tonsils to extend below the arch of the atlas, with descent of the medulla into the upper cervical canal, and slight angulation over the odontoid peg (fig, b) . The fourth ventricle was normal. Exploration of the posterior fossa revealed that both cerebellar tonsils were prolapsed, the left to the lower border of Cl, and the right to the middle of C1, and these were decompressed. After operation she became self ventilating, her speech was less slurred, and she was able to swallow satisfactorily. She had a residual spastic quadriparesis and ataxia of all four limbs. Following rehabilitation she is able to live independently.
Discussion
Both the patients whom we report showed neurological abnormalities for many years before presentation, but the diagnosis of Arnold Chiari malformation was not made in either case. Presentation with progressive respiratory impairment, sleep apnoea7 or sudden respiratory deterioration due to obvious precipitating events8 has been described, but we have been unable to find any report of sudden unprovoked respiratory arrest in adults with previously undiagnosed ACM I. In both patients the radiological and operative findings suggested compression of the brainstem and cord. This may have resulted in abnormal ventilatory control leading to hypoventilation and subsequent respiratory arrest.
The risk of sudden respiratory arrest as well as gradual respiratory deterioration, must be considered in planning the management of patients in whom a diagnosis of cerebellar ectopia has been made. Respiratory function testing and arterial blood gases should be routinely undertaken in these patients9 and, if nocturnal hypoventilation is suspected a sleep study should be performed.7 Furthermore, ACM I is a potentially treatable condition and should be considered in patients with unexplained respiratory arrest.
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